Pancreatico-pleural fistula is a rare condition in which pancreatic enzymes drain directly in to the pleural cavity, most commonly from an enlarging pseudocyst.
A 41 year old ex-colliery worker with a past history of alcohol abuse and pancreatitis was admitted as an emergency to a general medical firm. He had a two week history of shortness of breath, especially in the mornings, one week of a cough productive of white sputum and four days of left sided pleuritic chest pain radiating to his left shoulder.
He had been previously diagnosed as having gall stones and several years earlier had a documented pseudocyst noted on a computed tomography scan. This cyst had settled with conservative management.
On examination he was pyrexial, dyspnoeic and tachypnoeic, with dullness and decreased air entry at the base of his left lung. He also had a tense tender abdomen. Blood tests showed normal urea, electrolytes, leucocyte count and clotting screen.
Although he denied excess alcohol intake for the 18 months prior to admission, he had a macrocytic anaemia with a haemoglobin of 10 Endoscopic retrograde chloangio pancreatography was undertaken which showed a normal proximal duct but a slightly dilated and truncated duct in the tail of the pancreas (Figure 3 ). There was some extravasation of contrast through a cystic structure lying superior to the duct in the tail, but there was no evidence of contrast passing to the left hemithorax.
He was prepared for urgent, but not emergency surgery within five days of his surgical referral. He underwent laparotomy where gall stones were identified in the gall bladder. The head of the pancreas appeared normal but the tail was distended. An on-table pancreatogram was performed via a direct puncture of the mid pancreatic duct using a butterfly needle (23FG) and 15ml of contrast material. This demonstrated a normal proximal duct and drainage mainly via the accessory duct to the duodenum, but distally the duct was dilated and contained stones ( Figure 4 ).
There were no stones identified in the common bile duct. There was a fistula passing through the perirenal fat, superiorly into the left chest.
A cholecystectomy, distal pancreatectomy and closure of the fistula was performed, the spleen was found to be partly necrotic and adherent and was therefore also removed. He made an uneventful recovery and was discharged home with strong advice to continue to avoid alcohol.
Histology revealed changes of chronic pancreatitis with no neoplastic change, and mild cholecystitis. 
DISCUSSION
Pancreatitis can involve intraperitoneal and retroperitoneal structures with inflammation and possible erosion of any organ from the mediastinum to the groin .F ive to fifteen percent of cases of acute pancreatitis have associated severe necrotic inflammation, infection, pancreatic abscess or pseudocyst formation2. Our patient was said to be a heavy drinker, but denied alcohol abuse for 18 months prior to this admission.
Chest complications with pancreatitis include poor lung function, resulting in a low arterial pO2 and simple pleural effusions (1-17%) associated with a pseudocyst3'4. These effusions are probably due to a sympathetic chemically induced diaphragmo pleural inflammatory process5'6. The pancreatic enzyme activity of pleural fluid is not excessively high and once the intra-abdominal inflammatory process subsides, the effusion generally resolves spontaneously with no need for formal drainage. Pancreatic fistulae are rare and a pleural effusion due to a-direct communication between a source of pancreatic fluid and the chest is extremely unusual (<1%) 7,8.9 the source of the pancreatic fluid being most commonly, a pseudocyst.
Anterior duct disruption can result in pseudocyst formation, as escaping fluid is walled off by surrounding viscera in the lesser sac2'. A posterior leak collects retroperitoneally and has the potential to seal off or fistulate into the chest'2'3'9. Persistent communication between pancreatic duct system and the pseudocyst, can cause it to enlarge and spread along fascial planes of least resistance, for example, along the leaves of the transverse mesocolon or greater omentum7.
These collections can be very large, the pancreas producing over a litre of fluid per day. Psudocyst rupture, or anterior duct disruption without visceral walling off can result in pancreatic ascites1'9. A pancreatic pleural effusion develops due to a direct passage through a natural hiatus in the diaphragm into the mediastinum (e.g. oesophageal or aortic hiatus) or by direct penetration through the dome of the diaphragm ignoring normal fascial planes6.
In our patient, although there was no sign of a recent pseudocyst, it is interesting to speculate that he may have developed the fistula from spontaneous rupture of his previously documented cyst, although this seems unlikely because he had been well for the three years following discovery of the cyst with normal ultrasound scans and chest X-ray. At operation, the fistulous tract was found passing directly from 
